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	TO:
	Director, Office of HIPAA Compliance

Indiana State Department of Health

317.233.7673
	DATE SUBMITTED:
	     

	
	
	
	

	FROM:
	     
Contact Person and Position
	DATE RESPONSE NEEDED:


	     

	
	
	
	

	
	     
Phone Number
	     
Floor and/or Building
	

	
	
	
	

	THRU:
	     
Division Director
	     
Superintendent (required for Special Institutions)

	
	
	
	

	
	     
Assistant Commissioner
	

	Please check the box(es) describing the HIPAA category for your question.

      FORMCHECKBOX 
  General Question           FORMCHECKBOX 
  Transaction and Code Sets         FORMCHECKBOX 
  Privacy               FORMCHECKBOX 
  Security

	State question(s) as clearly and briefly as possible.  Attach additional sheets if necessary.       

	State relevant fact(s) as clearly and briefly as possible.  Please include date(s).  Attach additional sheets if necessary.       

	Did question originate within ISDH or an external customer, clinic, LHD, other.  Attach additional sheets if necessary.       

	Statute, Rule, or other authority for the Department of Health involvement (if known):       

	Has other advice been requested or received on this issue:   FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

If so, from whom?         If known, on what date(s)?       

	This section for use by the Office of HIPAA Compliance

	Assigned to:
	     
	

	Date Distributed:
	     
	

	Signature:
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